The current literature contains numerous reports on the importance of the mediastinal lymph nodes in the diagnosis and prognosis of pulmonary neoplasms. We recently described a technique by which the mediastinal contents could be explored directly with little risk (Stemmer, Calvin, Chandor, and Connolly, 1965) . Figure 1 illustrates the operative technique. An oblique incision is made just lateral to the sternum and over the second and third costal cartilages. These cartilages are resected subperiosteally. The anterior mediastinum can then be entered without opening the pleura.
When the procedure is carried out on the right side, the innominate vein, superior vena cava, ascending aorta, and the upper portion of the pericardium are exposed by additional sharp and blunt dissection through the anterior mediastinal fat (Fig. ic) (Reynders, 1964; van der Schaar and van Zanten, 1965) , indicates the potential value of an additional diagnostic procedure prior to thoracotomy.
DIAGNOSTIC YIELD OF MEDIASTINAL TISSUES
To answer the second question we reviewed our first 22 mediastinal biopsies. Each patient had been selected for the procedure because radiological and/or clinical information suggested that the mediastinum was involved by the intrathoracic disease. Scalene node dissection, bronchoscopy, and cytology were carried out prior to mediastinal biopsy in all but one. Of the 16 in whom all three of these diagnostic procedures were negative, 12 were found to have mediastinal nodes positive for the patients' primary disease (8 primary carcinoma of the lung) (Table III) . The poor correlation between resectability and a prior negative scalene node dissection is well known and has often been commented upon in the literature (Shefts, Terrill, and Swindell, 1953; Skinner, Hall, Carr, and Robbins, 1955; Scott, 1957; Smith, Parsons, and Daniels, 1959; Morgan and Scott, 1962) . In our own series we found that the mediastinal lymph nodes were frequently positive when the scalene lymph nodes were negative, and that there was a better correlation between positive mediastinal tissue and unresectability than there was between negative scalene lymph nodes and resectability (Tables III and IV) . In 60 random necropsied patients, of whom 19 had carcinoma, the mediastinal lymph nodes were positive in every case in which the scalene lymph nodes were positive. Following the adoption of mediastinal biopsy in addition to scalene node dissection as a screening procedure, our resectability rate at formal thoracotomy rose from 64% to 82%,'. Although neither of these figures is as good as those reported by Reynders (1964) were found to be unresectable (Table V) . The (Table I) . Thirteen of these were detected by mediastinal biopsy. These results are in agreement with those of Reynders (1964) , who reported an incidence of 86% in the same situation.
CORRELATION BETWEEN MEDIASTINAL INVOLVEMENT AND UNRESECTABILITY
Even if it is conceded that exploration of the mediastinum can detect those with unresectable malignancies, there remains the question whether or not the mediastinal disease in others could be treated by more radical surgery. Our experience with 34 patients who had mediastinal involvement included none in whom the disease could have been cleared even with radical surgery. Nine of the patients had undergone thoracotomy and were considered to be unresectable. Fifteen of the 34 underwent mediastinal biopsy without subsequent thoracotomy. All these had additional evidence of unresectability (Table IV) . The remaining 10 patients were collected from the previously mentioned necropsies. (Johnson, 1960; Wilkins and Sweet, 1957; Barrie, 1952 
